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On November 28, 2010, ot approximetely 6:25

p.m. the Director of Disabilities

Services (DODE) was notified that an immediate

Jeoparty (L)) existed at the faclilty. At that time,

the DDDS submitted a pian 10 resoive the |,

however the pian was not accepted by the State

Agency. {"wmz

Nots: On November 23, 2010, an Investigation This CONDITION will be met as

. folfows;

was initiated on Cllent #1. An incident repont
dated November 17, 2010, reflected that Client
1's right index finger was fraciured. The cause of
the injury was unknown. It should further be

Careco has implemented a new
Adaptive Equipment Protoco] to
ensure each client has safe and

noted the investigation was not compietad operabie adaptive equipment which
due iotg:dedh of Cliemt #1. This report includes quarterly Preventative
mmmmmum«m reviews from PT & OT.
investigation into this incident. Recommendations pertaining to thix
GOVERNING BODY AND 1 equipment will be reviewed by the
W02} m Wiz QMRPs and the Deputy Director.
This information will be forwardec
) o p
The faclity must ensure that specific foan interdisciplinary team an
body Management requirements ane met. included in the Quality Improveme., .
and reports which shall be reported oy 3'7¢ l '
senior leadership on a routine basis
All QMRPs, Residence Directors,
RNs and LPN Coordinators have
. been trained on the implementation
CONDITION as evidenced by:
% on mmhan: mn:u review, the o of the Adaptive Equipment Policy
facilly's Governing Body fisled to develop and and Protocol implementation, Al) .
implement policies and precedures 10 ensure Direct Support Staff who work wit | - R
each client had a sefe and operabie wheeichair Client #2, #3, #4, #5 and # 6 have T
[See W149] and falled 1o ensure effective staff been trained op jt.
training programs were developed and ' 3/7/11
implemented 10 ensure client safely. [See W18p
and W192].
The effects of these systematic practices
resuted in the Goveming Body's failure to
M CME-2887432-00) Provious Visssions Obsolels Event D:PCTS12 Pacllly I: 000224 ¥ conlinusiion shest Pags 4 of 38
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manage the faclilty in a manner that would This CONDITION will be met as
énsure clients’ haalth and safety. {See w122 evidenced by:
{W 104} | 483 410(a)(1) GOVERNING BODY {W104}} | 1. Careco has implemented a
' protocol for tracking the status of
The gaveming body must exsrciss general adaptive equipment and has trained
policy, budget, and operating direction over the staff on its implementation. Careco
facility. has made alternative arrangements
for clients to receive in-home
medical care when the status of their
adaptive equipment prevents them
This STANDARD is not met as evidenced by: from leaving the home. Alternate
Based on observation, interview, and recond arrangements include PCP providing
review, the facility's Goveming Body failed to services in the home, in-home labs,
provide general operating direction, for six of the hiring a recreational therapist, using
seven clients residing in the faciity. (Clients #1, loaner wheelchairs/adaptive
#2, 83, 84, #5 and #6) equipment, using transportation
vendors and receiving in-home
The findings include: community integration. This
informaticn will be forwarded to an
1. [Cross-refer to W127 and W138] The interdisciplinary team and included 1119- il
MMMMDMMMN in the Quality Improvement reports
health, safety and community integration of each which shall be reported out to senior
chont by making certaln that adeptive equipment leadership on a routine basis.
was fumished and maintsined in good condition
(wheeichairs, alr mattresses, shower chairs and 1/19/11
orgumeys).
2. [c WG] The Body 2. Careco Inc has implemen:ei:x
. [Cross-refer Goveming adaptive equipment protoco '
failed to develop poiicies and procedures on outlines the procedure for tracking ]‘30'“
wheelchair monitoring to ensure cllent safoly. adaptive equipment inchding
{W 122) | 483,420 CLIENT PROTEC {W 122 wheelchair monitoring in the homes.
On a quarterly basis, OT/PT will
The facility must ensure that specific client review adaptive equipment as part of
protections are met. a preventative maintenance measure.
Concerns pertaining to adaptive
equipment will be reviewed by the
Quality Improvement Committee
This CONDITION Is not met as evidencad by where an interdisciplinary team will
Based on interview and record review, the facility provide appropriate care solutions.
Y4 CMB. 25571099 Proviows Veraions Obaciets Event D:PCTS12 Fackly ID: 0002z L Lzon | | vy~
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{W 122}| Continued From page § w12z | Wiz '
failed 10 ensure systems were designed and/or This CONDITION will be met as
lmm make certain clients were fol;cs:ws: "
subjected mm injurfes .Mﬁ.“ Protocols have been put in place to
to ensu o clients mp.. mem ity ensure that physical injuries to
om'i;?:nmm with their ﬂ:nd pisns clients are minimized. The adaptive
; falled 10 implement policies equipment protocol inciudes client | 3'%!‘ }Oh
!ms” w:m”]' f “IO‘ mmh“.h and safety measures such as:
safuy(ssm .::: failed ““‘lli o -~ Alternate arrangements for clients
injusies of u*n:z; origin mbmu to receive community outings
W133] [Gee accordance to their annual plans [See | :
’ response to W136].
effects of these systemic practices resulted - Current policies and protocols have |.
;“:le mozﬂhg ) its been created and implemented to
" oy o protect ks clionts | ensure the health and safety of the
iaa . their heaith and safoly. [Also se0 clients in our care.
iy -[See response to W149] and staff
Wwi2n mmm-xs)mmecmﬂww's WI2TH | pave been retrained to ensure that all
s incidents of unknown origin are
to W153
The facility must ensure the rights of all cents, reported. [See response to 12/311/10
Therefore, the faciiity must ensure that clisnts

are not subjected to physical, verbel, sexual or
psychological abuse or punishment.

of the six clients currently residing in the faciikty.
(Clients #2, #3, #4 and #5)

The findings Include:

1. On Decamber 15, 2010, ot 8:00 a.m,, Client
nmmmnmmm

SR CIMIS- 206702805 Previous Versions Obeoiete Event D:PCTE2 Facllly ID: 005224 HMMP’ Sof38
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p.m., a new custom molded gumey wheelchair
mmwmmwmm
vendor. However, interview with the Interim
Director of Services (IDDS)
(PT) wouki
new gumey whesichair 10
wm:mmmmm As
0f 5:33 p.m., the fachity had not secured an
appointment with the PT,

At5:25p.m., mmmmmm
assurance (QA) specialist revealed that he had
just taken measuremanis of Client #2°s new

This STANDARD will be met as
follows:

I. a< Client #2 Wheelchair

was delivered on 12/15/10.

The PT came to assess the

Client #2 wheelchair on

E2/17/10. Careco Inc has a

fited to accommodate
Client #2 wheelchair. In the
event that this vehicle is not
fimctioning - or Client #2
wheelchair is broken, he
will be transported by a
transportation company to
his medical appointments.
Client #2 hlood and urine
levels were obtained by
Genesis 1  Phlebotomy
Service Inc on December
I5, 2010 according to the
RN the levels were within
The new

wheelchair van that will be | .

-2

order additional tie down normal limits.
QMRP for the home was _

In the faciiity’s letter in response to the trained on the adaptive |

mwmmmm.mmmu. equipment protocol that
, the faciiity stated "srangements have includes documenting the

been made with <transportation vendor> to status on progress notes of

transpost Client #2 to medical in all adaptive equipment.

the absence of his wheelchair.* Al 1:40 p.m., 2730111 §-

interview with registered nurse revealed 2. ab Chent # Wheelchair |

that an application form for such services had had been  maintained

been transmitted via facsimile to the according to Careco Inc.

transportation vendor on the day before

(December 14, 2010). According %o the IDDS, at

325 pm . the process required 24

ammmn&mhum

Manmm.mammm

R0 CMS-2687(02.00) Provious Versions Obaclete Evrt D:PCTS12 Facllty 100060224 i conlinustion shest Page 7 of 38
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mmmww , the
acknowdedged to , 1O aiternative
Wmmmumm

b. On December 18, 2010, ot 10:15 a.m., review
of Client #2's medical record reveaied a lab
mponlmmummmm
wmmmmama The
mmmmmm
inciuding a high serum levet for diiantin.
Mornents note

W.mﬁﬂdtnuum
wmas.mommm.
limmedmmmmm
hbmmhdhﬁanwonm
Mymplm:(l’a’)bbmm
thal day. On December 14, 2010, the same LPN
dmmmdmmuhmmn
mmmmmwmm
Oantin leveis on Decamber 16, 2010. At 11.48
a.m..ﬂnLPNﬂdadMammﬂdmto
mm&;mmmmmmmm
obtain new serum and urine sampies.

MW&&S;M.&MW“
mosmmmssmcmmm
mcmnn.umﬁmnumnm

Client #2’s loaner chair was
repaired on 12/8/10; on
12/14/10 the seatbelt was
“lcose” so DSP  staff
followed the established
protocols and did not
transport Client #2. Within
24 hours Client #2
wheelchair was repaired,
Subsequently, Client #2’s
medical appointments were
rescheduled and completed.
Careco will have access to
loaner chairs provided by

Kaycee Drugs,

1213110
The RD and the staff person
involved (58} were

retrtained by the PT on
12/17/16 on the correct
position of the anti-tippers,
12/17/10
Client #5 shower gumney has
been discontinued by the
Occupational Therapist,
This was included as an
addendum to the note
written on 11/1/10
11/1/10

(24710

ey Jo

appointments duo to the lack of
Previously, the client had an
appointment reschaduled from November 5,

M CMS-2057(02-68) Provious Visssions Obeoisi Event ID:PCTE12 Finnlily I0: 0G24 i conlinustion shest Puge: 8 of 38
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Continued From page 8

2010 to December 2, 2010, He did not, however,
make i to the December 2, 2010
&wy,heni-odnmm 10.201&»
urology appointment which ariginally
scheduled for November 9, 2010. As of
December 15, 2010, Client #2 remained without
nmmmmmm,m
mmmm«mm.

©. It should be noted that on December 15, 2010,
mnmmcnmm.m
months after it was ordered by the PCP. Al 9:45
&.m., inlerview with the IDDS revesied that a
saeoluﬂufon;‘hldboenaun?mf«m“
shower gumey. presenied a form
was signed by the PCP on November 30, 2010,
mmm.m«mmm

Mwmmdﬂdm
13, 2010, falted 10 reflact the stetus of the shower
gumey. Inthe meantime, the PCP wrote an
order on December 8, 2010, for Clent #2 to
mmumwnuamm
shower gurney.

2. The fackity falled to maintain Cllont #5's
mmmmummm
medical services, as evidenced below:

a mmmus,mo.mmaa.m.m
12:45 p.m., Client #3 was observed in his
hospiial bed. At 12:30 p.m., the wheeichalr
veidor anived in the facility and repaived the
safety belt on the client's wheeichalr. At 12:43
p-m., interview with the LPN rovealed that on the
day before (December 14, 2010), Client #3's
mmmmmmmm
nmmmmmmmm

[2-310

M CAIB-2967(02-88) Pyovions Versions Obsolele Bant FCTE12
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could not be secured properly, the client had
mmmnmmmm
clinic and PCP) that were scheduled for
December 14, 2010.

At approcdmately 1:45 p.m., interview with the
RD and 1DDS revesied that the same seatbelt on
mmm«mhunm
previously, on December 8, 2010. Then on
moming of December 14, 2010, "the other side”
of the seathelt had “come loose.” During the exit
conference, at 5:00 p.m., the IDDS

that the facifity had not made
another wheeichair avallable for Client #3 on the
pmvmay.hmﬂmhebpthis
appomtments.

b. inthe facliity's letter in response to the
immediate Jecpardy (J), dated Decemnber 14,
zmo.ﬂnmdnymmw_'lum
mm«mmmmam
moided wheeichalr for Cllent #3. <Wheeichair

The PCP, however, wrote a prescription for
Client #3 10 recoive a custom made wheelchaic
and & rolling shower chalr/commode with waist
belt. Sho presented the prescription and
cormesponding consultation form, which had both
mwmmmu,mow
the PCP. Atmmop.m..m
Imwhwwithﬂnﬂﬂandmemwam
revealed that the client was not seen by the PCP
on December 14, 2010. They further explained
thﬂmoPCP"suuhinmm,'

RM CMS-2587{02-99) Previous Visrsiona Obsolste Event D:PCTS12 Faollly ID: 006224 It continution sheet Page 10 of 38
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3. On December 15, 2010, at 8:37 a.m., Client
#4 was observed seated in his whesichalr. The
wheeichair's anti-tippers were in the up position.
interview with a direct support stsff who was
working with the client indicated that the
anii-tippers were used 1o help suppost the
whesichair from tipping beciavards, when going
up a hill. The staff did not, however, state how
the anti-tippers shouki be positioned. At 9:07
a.m., the staff was observed propeliing the client
towerd the door. The snii-tippers were stil in the
up position. At 9:15 a.m., the RD was obeerved
pushing Cilent #\ cutside towards the van.
Again, the ani-tippers remained in the up
position. When brought to her attention e fow
manmm.n;lmsm;:mm
anti-tippers were in the up position, (IDD8)
then intervened and instructed the staff to
reposition the anti-tippers in order for them to be

anti-tippers should
be in the down position whenever the wheeichalr
is moving.” it should be noted that review of the
siaff in-service records, st 230
B e e S et
stefT had received training on safety and
positioning In whesichairs. Obteervations on the
moming of December 15, 2010, however,
indicated that the training had not been effective.

4. In the facility’s leiter in response (o the
mmmm,mm::wu.

wheeichakr had been repaired and was in safe
working condition. The response letter did not

wizn

21700

W 110
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reflect the recommendied shower gumey
stretcher for bathing. On December 15, 2010, st
8:20 a.m., inspection of the client's whesichair
confirmed that the safety strap on the left footrest
had indeed been repsired. The client, however,
remained without a shower gumey streicher, and
there was no evidence prasented that the QMRP Federal Deficiency Report 12/3/10
had brought the cocupational therapist's w127
November 1, 2010 recommendstion for a shower This STANDARD will be met as
gumey stretcher to the PCP's attention. follows:
I, a-e The new QMRP has
been trained on the
Adaptive Equipment
Previously, the Federai Deficiency Raport deted Protocol and Careco Inc
December 3, 2010, included the following: Adaptive Equipment Policy
and Procedure. The QMRP
1. Clisnt #1, who died from head injuries - will be expected to track
sustained in a fall from his wheeichair on and report the status of
November 24, 2010, was admitied 1o the facility adaptive equipment in a
in July 2008. timely fashion according to
the Adaptive Equipment
4. On November 29, 2010, at approximalely 8:10 Protocol. DSP staffin the I
p.m., interview with the qualified mental home have been trained on Qv@ \
retardation professional (QGMRF) revealed that documentation and verbally
Client #1 had initially been admitted with @ reporting the status of
custom moidec wheeichalr. The wheeichair, adaptive equipment. The
however, aliegedly was repossessed by the QMPP has been trained on
wheeichair vendor shortly thereatfter, due to the expectations around
problems with the payment. [Note: The QMRP documenting adaptive
Was unsure of the actusi daie and review of the equipment. QA monitored
-client's record lnter that evening falied to identify the home with the report
the exact date on nizld m mﬂlﬂl}d completed and findings
wheeichair was remo facly.] shared with the QMRP on
Further interview with the QMRP revealed that in 10/20/10. This was
December 2000, the faciity enlisted the support available for at the time of
of the cllanl's attomey in an effort 10 secure a the survey. In the future, no
custom m whaeichair that clemﬁm . individual wil] be
s without adaptive
allegedly . using while residing y transported pt

R CMS-2007002-89) Provious Viassiens Ohesinle Bvant ID:PCTR12 Faollly iD: 000224 ¥ conlinustion sheet Page 12 of %8
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soating
sysiem.” Then on October 13, 2008, the PT
documented that the standand whesichelr, with
siing type seating (the one the cliont wes using at
that time of his death) was inappropriste. MHe
wrote "He sits on his right lum, His trunk is
shifted right. There is inoreased pressure on his
right axilia from the right arm rest. The seating
Systom poipetuates his s00licsis and deformities.
He is at risk of skin breakdown." The PT again
recommended a cusiomn moided wheelchair. in
the next annual evaluation, dated October 15,
2000, the PT wrote the client "had not recelved

*"Follow-up with new custom wheeichair.” On
October 4, 2010, the PT performed another
annual evaluation at which time he repesated the
same recommendation for a custom moided
wheelchair. The goveming body falled to address
the recommendations for 2 cusiom moided
wheeichalr.

¢. Similarly, review of Cliont #1's
therapy (OT) reconds on November 30, 2010,

repestedly documented thal the client's
wheeichair did not meet his needs. An OT
evalusiion dated September 14, 2000, included
“the wheeichair is wide and the seal and back do
not provide good support. He is at grest risk for

beginning at 10:15 a.m. revesied that the OT had

| equipment in proper
working condition and the
QMRP will be expected to
address all adaptive
equipment needs in a timely
fashion.
2/30/11

DR CMB-200700-60) Pravicus Varsions Oboisls

Event :PCTS12
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w127}

Caontinued From page 13

falls and skin breakdown in this chair. A new
wheeichair evaiusiion and rew whesichair are
strongly recommended ..." The clienl’s most
recent OT Evalustion, dated September 11,
2010, recomunended & wheoeichair asessement
and & new wheeichalr. On November 1, 2010,
the OT apain noted that the standand whesichair
"does not provide optimal belance, postire, or
positioning.” Later that month, the client died
after sustaining a head Injury.

d. On November 29, 2010, at 11:30 a.m.,
telephone interview with the direct support steff
poreon who had assisted Client #1 out from the
van and onto the ift on the day that he foll
(November 24, 2010), revealed that the bucile
mm#”ﬂhﬁ”gﬂmm
broken for “spproximately 30 days." ‘There was
no evidence, however, thet the faclity attempied
to have the seat beit repaired. On November 29,
2010, at 7:00 p.m., obssrvation of the wheelchair
reveaied that the seat bekt was indeed broken. In
addition, the padding on the right arm rest was
completely gone (the metal frame of the arm rest
was eposed).

0. Problems with Clients #1 wheeichalr were
previously ciled in an HRLA recertification
deficiency report dated August 20, 2010. There
was no evidence, howsvey, thet the

body implemented their Pian of Comection (PoC)
since & was submiited on Sepsermber 23, 2010,
The QMRP had not maintsined running notes in
Cliont #1's reconds regarding nesded repeirs and
there was no evidence of qualily assurance (QA)
monitoring since the August 20, 2010 swvey.

2. Cliont #2 was admitied to this ICFAD on
September 7, 2010. Client #2 did not receive

ORM CME-200700-00) Praviess Vawicns Obwolste Fvt D:FCTRL2

Faclily 1D 000224
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{W 127} ! Continued From page 14 W29

new adaptive equipment as prescribed (gumey 2. a-d QMRP and RD have

wheelchair, shower gumey), andior imely repairs i . tayeel?retmined on the new

”mmmm “m Adﬂpﬁve Eq“ipment

below: Protocol, Adaptive

i I concerns are

&. On November 20, 2010, st 3:45 p.m., a m;:ed, Careco Ing is

repairnan was ohserved working on a hospital using a vendor to provide

bed locsted in a back bedroom. The evening in-home laboratory services

licensed practical nurse (LPN) indicated that the when an individual is ] 2;8:[0

head of this hospits! bed, which belonged to unable to leave the home. _

Client 82, could not be elevaled. At 423 p.m., In the fiuture, QMRP is

the LPN informed surveyors that the head of the ensuring that Client #2 ISP

hospital bed was now operating, which he then goals are met utilizing

demonsirated successhully. At approximately alternate transportation to

7:15 p.m,, interview with the residence director attend his day program,

(RD) revealed that the head of Client #2's medical appointments and

hospital bed could not be elevaled for the 83 community outings.

days since he was admiited to the faciity, on Arrangements have been

September 7, 2010. made for Client #2 friends

b. On November 29, 2010, at 3:50 p.m., Clent B b

#2's custom molded gumey wheslichair was maintaining relationships.

obaerved being stored in & supply room. It was The Primary Care Physician

tiked f0 one side and the evening nurse for Client #2 has ordered

explained thet the frame was broken. the use of bed baths in the

Simultaneous lrhrvlmwﬁtllo QMRP and RD absence of a shower gurney.

later that svening, at 7:12 p.m., revesled that the 12/8/10

properly when he was admiiied gumey

whesichaic broke, howsver, on September 25,

2010. They indicated that the gumey wheeichair

mm.mnmmmw

progress note dated Seplember 28, , in

which she documented that the wheeichair

vendor had informed her that it was “broken

beyond repeir.." The QMRF and RD then

presonted a intter deted October 20, 2010, in

which the wheeichair vendor wrolo they “wifl be

submitting the paperwork for approval by the

DRM CMB-250702-08) Provious Versions Obsolate Event D:PCTSL2 Faolity I0: 090224 ' i continustion shest Page 15 of 38
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Continued From page 15

insurance company.” As of November 30, 2010,
Client #2 remeained without a custom moided
gumey whesichelr and was confined to the
hospital bed, within the faciity.

¢. On November 30, 2010, beginning st 8:00
P.m., review of Cllent #2's meadical records
revealed that he had missed ophthalmology and
urology appointments originally scheduled for
November 3, 2010 and November 9, 2010,
respectively. In addiion, the primary care
physician (PCP) had orderad on October 1,
2010, isboratory studies for "CBC, CMP, UA,
TSH and lipid profile.” At 7:00 p.m., the QMRP
munmmmm
ophihalmology and urology appoiniments due to
the isck of a gumey wheeichalr. [Note: The
appointments had been rescheduled for
December 2010.] As of that evening, however,
there was no finsiized plan for oblaining the
iaboratory studies ordered on Octobec 1, 2010.
Since being confined to the hospital bed, Cllent
#2 had not ieft the facillty and, therefore, his
community integration was restricted. 1t should
be noted that his individual Support Plen (ISP)
dated November 9, 2000, indicated that "going to
mymymmmmlywvmm
what is most important 1o him. The ISP siso
included "R is important thet | maintain oplimal
heaith, maintain a wheeichair thet is in good
repair and good reiationships.”

d. On November 20, 2010, st 4:24 p.m.,
inlerview with the evening LPN revealnd that in
the 83 days since his admission, Client #2 had
receivad bed baths only, due 10 the fachity's
faitre 10 obtain a shower gumey. At7:15p.m.,
reviow of a PCP nole, dated Septermnber 29,
2010, and the comesponding 719A form verilied

w1

R CMB-2007002-08) Previows Yamions Obaclele fwntiD:PCTST2
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{W 127}| Continued From page 18 wizn

3. Client #3 was admitted from a ursing home o
rocoMe o aSaive sieapmont ok 3 did na " Rave been irsined onthe
and/or ﬁnr:l’y repairs to his M: adaptive ' timely acquisition and
equipment, as evidencad below: repair of adaptive A
) equipment, In the future the '2-2-'0
November Client QMRP will follow-up in a
‘ﬂowns obeerved w: l&mb inbis timely fashion, document
bedroom. is wheeicheir was observed across and report any concerns or
the bodvoomy; its loft emwest was detached barriers in obtaining
' adaptive equipment.
|mpmmwmwmmm ptive eq 12810

previously
used the taps to secure the amwest to the chair;
however, the tape was no longer sffective. At
7:20 p.m., interview with the QMRP and RD
revesied the chaic had broken & week earlier.
nursing home fo the faciiity on August ,
with that wheeichair, which was in operational
condition st that time.

On November 30, 2010, baginning at 11:18 a.m.,
reviow of Client #3's IGP, dated September 7,
2010, confirmed that he ulliized a wheeichair and
that & was functioning at that time. Further
review of the record, however, falled to show
documentation of when the wheeslcheir had
broken. At 3:00 p.m., review of Client #3's PT
records revealed that he had been assessed
whils in the nursing home and measursments
were taken for & customn moided wheelchalr. On
August 9, 2010, the PT again noled the need for
& custom moided wheeichair, Further review
revealed that a 719A form was genersted on

ORI CAM-200700-9) Previous Varsions Obsolete Event ID-PCTB12 Faolly D:00G224 ¥ oontinustion shast Page 17 of 38
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Continued From page 17 .
September 28, 2010, six weeks laler. Another
four woeks passed then on October 20, 2010, the
wheeichair vendor wrote they "will be submitting
the paperwork for approval by the inmrence
company.” in a letier dated November 30, 2010,
the wheeichair vendor indicated there were
problems with the client's Medicare number. The
QMRP stated that she had given the vendor the
client's Medicarns card Ialer on that same day. As
of November 30, 2010, the olient was without &
functioning wheelchalr.

b. On November 20, 2010, ai 7:20 p.m., the
QMRP and RD sisted that Client #3 had 8
decubitus ulcer on his sacral area when he was
admitted to the facility. On November 30, 2010,
at 3:00 p.m., review of Client #3's PT reconis
revesled thet on August 17, 2010, the PT had
recommended an air mattress to promote skin
Integrily. At 4:28 p.m,, further interview with the
QMRP revealed that the ollent received the sir
mastiress on November 13, 2010, simost three
months after § was recommended by the PT.

¢. On November 30, 2010, at 3:10p.m., further
review of Client #8's 710A form, dated
Ssplember 28, 2010, revesled that the PCP aiso
ordered a shower commode chair." A
month iater, on 20, 2010, the wheeichair
vendor wrote that they "will be submiiting the
paperwork for approval by the insurance
company.® In a letier dated November 30, 2010,
the whesicheir vendor indicatad there were
probloms with the olient’s Medicare number. The
QMRP statad that she had given the vendor the
umnaammmmuumay. As
of November 30, 2010, two months Iater, the
mm\mm-mmmm

RN CIS-2687102-00) Pravious Versions Obsclule Event ID:PCTS12
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{W 127} | Continued From page 18 w1zn
4. According 1o & Plan of Correction (PoC) dated 4. ab Client #4 wheelchair has
September 23, 2010, the QMRP indicaled that been repaired, he will use
repairs would be made to Client #4's wheeichaly. this wheelchair until his
1 As of November 30, 2010, the client's wheelchelr custom wheelchair is :
silll had not boen repaired and the condition of received. The QMRP has ID
his whesichair placed him at sk, as evidenced been retrained on new 128
below: Adaptive Equipment
Protocol that outlines the

a. On November 30, 2010, at 9:20 a.m., Client process for the timely
#4 was observed seated in his wheelichair on the acquisition and repair of
Kt mechanism of the facliity's van. At the time, adaptive equipment.
Siaff wore loading clients to go to day program. 12/8/10
inspection of his wheslchair reveaied that in
addition 1o the previously identified repairs

needed (mismatched wheels), the right
antl-lipper was missing and the safely straps on
both foot resis were unattached. After the
problems with his wheeichair wore brought to the
staffs’ attention, they continued to put im on the
van. At that moment, surveyors intervened and
asked atafY if thay were awars of the _
adminisirstor's directive regarding wheeichair
safety and not leaving the facillty. Staff then
indicated that they were not aware of their
adminisirators directive that had been issued the
pravious svening. Once they were informed of
Mmumﬂh o

propeity repaired™), staff
began whasfing Client # foward the faciity. The
Cllent's sight foot was obeerved dragging against
the cement walkwary for approximalely four foet
as they made thels way back to the home.

Record review on November 30, 2010, beginning
at 9:50 a.m., revealed an OT evaluation, dated
September 11, 2010, in which, the OT
recommesxied that Client #4 receive "s
whesichair consult as cument wheeichair is too

ORI CMB-295702-00) Proviows Viersions Obeolele Bvant D-FCTS12 Faolly D: 000224 #f conlinusiiorn: sivest Page 19 of 38
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Continued From page 19

small for his height.* On Seplember 28, 2010,
the PT evaluated the wheeichair and concurmed,
writing "Chalr is 100 small. He is at risk for lower
axtremity injury.” On the seme day (September
28, 2010), the PCP ordered a new wheeichair
and signed a 718A form. A month ister, on
Oclober 20, 2010, the wheeichair vendor wrole
that they “will be submitting the paperwork for
approval by the insurance company.” In a lelter
a;ummmﬁwmm el
the faciRty that secured approval

new wheeichair. Measuremenis siill nesded to
be taken before an order coukd be piaced and the
“entire process should take about 30 days.”

b. in an MRLA recertification deficiency report
dated August 20, 2010, the facilty was cited for
Chent i4's whesichair having “two different types
of wheels ... rear left whee! was obeerved to
have ridges in the tire while the right rear was
observed to have & smooth te." In their Pian of
Correction (PoC), dated Seplember 23, 2010, the
faciity stated that the "QMRP will contact the
oquipment vendor and have the chair repalred.
The QMRP will maintain a log of contacts with
the squipment vendor and follow-up 10 ensure
that the repelrs are effectuated as soon as
possible,” and "the QA will monitor for three
months to ensure compiiance.” On November
30, 2010, beginning at 9:50 a.m., review of Cllent
#4's record falled to show evidence that the
QMRP had meintained a iog of contacts with the
equipment vendor and there was no evidence of
QA (quaiity assurance) monitoring in accordance
with the accepied PoC.

5. The faciiity falled to maintsin Client #6's
wheeichair safety and obiain a shower gumey
stretcher for bathing, as evidenced bejow:

ORM CMB-2007(02-80) Praviows Varsions Ohaclule Evnt D:ACTS12
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% mm‘agmumwm n:m EACH CORRECTIVE ACTION SHOULD BE couAgmoN
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{W 127} | Continued From page 20 w1izn
Onmmao.mo.umtu
p.m., observation of Client #8°s wheeichair _
‘Uﬂlhﬁ:!.m :t' m?.?:pm review 3. Client #5s Wheelchair has
ofth chonts ocord rovesled 1 O Equlrnen Soceni e ovebe
L) to the November
mormgsmm:pﬁiﬁa%m 30 OT note. The OT stated 1110
and siso recommended *a Shower Qumey o:[Client #5] has bathed
streicher for bathing.” The QMRP was safely using the shower |
Interviowed just minutes lster, at which time she chair. Shower chair can
ststed that she had not reviewed the OT's continue to be used for
asssssment prior 10 Mling i in the client's reconds. bathing.” In the future, the
She indicated thet she was unsweare of the QMRP will use the
damaged safety sirap. She aiso acknowledged established protocols and
that she was unawere that the OT had ensure repairs are obtained
recommended a shower gumey for Client #5, in a timely fashion.
four weeks earfier. ' 11/1/19
6. Client #6°s wheelchair has
8. The faciiity fafled to maintain Client #8's beenrepaired_.lntheﬁmire
whesichair safely by providing the foolrest on his the QMRP will use the
wheelchalr, as evidenced below: established protocols and
ensure repairs are obtained r)BDﬂ
On November 30, 2010, at 7:35 a.m., Cllent #8 in a timely fashion.
was observed ssaled in his wheeichair in the 12/13/10
living room. The wheelchals was without & right
footrest. At approdmately 8:40 a.m., steff was
asked about the missing footrest. ‘The staff went
to the client's bedroom and retumed moments
later siating that they were unable to find his
footrest. At 10:15 a.m., steff indicated that Cient
#6 had stayed home from day program due 1o
the condition of his wheeichair, Later that dey, at
3:10 p.m., review of an OT evailuation, dated
May 12, 2010, revesied that the OT had
identified & broken strap and foot piste. When
intesviewed a minute fater, a daytims LPN snd
the Director of Narsing confined that the cllent
had besn in need of a new footrest for months.
O CMB-2007(02-06) Provious Versloss Obeotete Ewnt D:PCTS12 Pacily 1: 000224 ¥ continuation sheat Pags 21 of 38
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{W 127} Continued From page 21 w127}
They explained that his insurance company {(an

the wheeichair repaired. The faclily falled to

repeir or replace the broken right footrest in the
six month sinoe the OT ideniified the need on

May 12, 2010.

{W 128} ;nmxﬂ)momcmnosmm {W138)

The facifity must snsure the rights of all clients.
mmm;mmrm
raligious, and community group activities. '

This STANDARD is not met as evidenced by:
Based on observation, interview and record
review, the facility faled 10 ensure thai clients
participated in community outings in accordance
with: their annual plans, for two of the seven
clients residing in the faciilly. (Clients #2 and #3)

The findings include:

1. [Crose-referto W127.2] Client #2 was
admitted to this ICFAD on Seplember 7, 2010,
On November 29, 2010, st 3:50 p.m., Clent #'s
cusiom moided gumey wheeichair was observed
beimm:l‘:w;mn. Itmﬂoda:
one side and the evening nurse expleinad

the frame was broken. Simultaneous inlarviews
with the qualified mentai retardation professional
(QMRP) and residence divector (RD) iater that
ovening, at 7:12 p.m., reveaied that the client's
gumey whesichair had heen Rmnctioning propesty
when he was admilted. The gumey wheeichair
broks, however, on September 25, 2010, They
indicated that the gumey whesichair was
aseessed, and the QMRP pressnted her progress

ORM CME-2087(00-08) Frevicus Vivsiens Ohsolele St 1:PCTS12 Py 1D: 09G4 ¥ conlimmiion sheat Pege 22 of 3%
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{W 138} | Continued From pege 22 w138
note dated Seplember 28, 2010, in which she
documented that the wheelichair vendor had
informed her that it was "broken beyond repais...*
The QGMRP and RD then presented & letter dated
October 20, 2010, in which the wheeichalr
vendor wrote they “will be submilting the
paperwork for approval by the nsurance
company.® As of November 30, 2010, Cllent #2
remained without a custom molded gismey
wmmmumwm.
within the faciiity.
w136

On November 30, 2010, beginning at 6:00 p.m., This STANDARD will be met as

reviow of Client #2's mecdical records revealed
that he had missed and urology
appointments originally scheduled for November
3, 2010 and November 9, 2010, respectively. in
addition, the primary care physiclan (PCP) had
ordeved on Ociober 1, 2010, studies
for “CBC, CMP, UA, TSH and lipid profile.” At
7:00 p.m., the QMRP confismed that the client
had missed his

wheeichair. Since being confined 1o the hospital
bed, Cllent #2 had not jeft the facility and,
therefore, his communily integration was
restricted. 1 should be noted that his Individual
Support Plan (ISP) deted November 9, 2009,
oMUy U wore whes o o st
community were most

tohim. The ISP also included "k is imporiant
that { maintain optimal health, meintsin &
wheeichair that Is in good repais and good
relationships.”

2. {Cross-refer 1o W127.3] On November 29,
2010, at 3:45 p.m., the left armrust on Client #3's

follows:

1. Cross-reference response to
W127.2 Careco is in the
process of obtaining a
Recreation Therapist. The
Recreation Therapist will
complete assessments and
offer alternatives if the
clients can’t leave the home
for community activities as
scheduled.

220l

2/30/11

2. Cross-reference response to
W127.3 Client#3 is using a
loaner chair. Careco is in
the process of obtaining a
Recreation Therapist. The
Recreation Therapist will
complete assessments and
offer alternatives if the
clients can’t leave the home
for community activities as

251

wheeichair was observed 1o be detached. scheduled. -~
interview with the evening icansed practical 011}
ORM CMS-2507T02-00) Pravious Varsions Obeclale Svent DFCT2 Facilly i; 000224 'mum 208
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Continued From page 23 {W 138}

tape was no longer sffective. iumnpﬁ:..
interview with the QMRP and RD rovesied the
chair had broken s week osrfier. As of

a Rctoning whaelhut o epeeaimsion ot
& functioning approcdimetely one
week and, therefors, confined to the interfor of
the facility.

483.420(0){1) STAFF TREATMENT OF {W 140}
CLIENTS

The facility must develop and implement written
policies and procedures that prohibit

This STANDARD is not met as evidenced by:
Based on obswrvation, interview and record
m,mmmmhmhm
to ensure the heaith and safety, for six of the
seven clents residing in the facilty. (Clents #1,
#2, %3, 8, 45 and #0)

The findings include:

1. [Cross-refer to W127] The faciiity falled to
making cortin St Scapis ooneeioet by
oertain was
Mmﬂledm and maintained in good condition
{wheeichairs, air matireases, showsr chairs
mmsmwmnn

Wwiqo
1.

Cross reference response to
wi27 Q.40
12/8/10 ‘2 3
Staff will be trained on the
transportation policy. In the
future the RD/QMRP will
follow the appropriate

#3, 3, 85 andl 98, staffing pattern for the
home. .
2. Staff falied to implement the faciity's ‘ 161 | | Ll
N CMB-2567(00-06) Praviows Vessions Obuolete Event DPCT12 [ — f confirustion shest Pags 24.of 38
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{W 149} | Continved From page 24 {W 149}
transportation policy, as follows:
On November 30, 2010, at 8:45 a.m., a driver
mmmmmnmmmnm
program. There was no other person observed
on the van (no attendant). At 10:186 am.,
|mmmmmmm
revesied that the faciiity's policy was io have at
least one other staff person on the van when they
drove clients in the community. She expiained,
however, that they were short of staff that
momimmﬂldclutlsuﬂyddnntm
728 m::d"dnm
m pm, of
transportsiion policy, dated 2007, revesled
Policy B.1.b. mmmw
an attendant (a person other than the driver) is
assigned to accompany them to atiend to thelr
special needs "
Cross-refer ackity falled 3. Cross reference response to
?néonm m':fm m’guﬂ: WI157. Staff has been
finger swolien, Later determined 1o be broken) trained on the timely
timely, in accordance with the fackity’s incident identification and reporting 151
management poiicies. On November 23, 2010, of incidents. When the
beginning at approximately 1:00 p.m., review of blister was identified as an
the faciiity's incident injury it was immediately
reveaied that injuries of unknown origin were reported per regulations.
categorized as a serious reportable incident. The Direct Support and Nursing
policy specifies that serious reportable incidents have been retrained on :
are fo be reportad to the immediats supervisor or incident management
manager and an incident report generated. procedures.
1/5/11
There was no documertted evidence that the
staff (direct support and nursing) implementsd
the incident management policy as outlined.
{W 153} | 483.420(d}(2) STAFF TREATMENT OF {W 153}
CLIENTS
ORM CMS-2857(03-60) Provious Vassions Choolete Ewnt D:PCTST2 Fuclily I: 000234

¥ continusiion shest Page 28 of 38



DEPARTMENT OF HEALTH AND HUMAN

\ND PLAN OF CORRECTION 022) MULTIPLE CONBTRUCTION 0L DATE SLRVEY
A BULDNG COMPLETED
BWING “HR-C
NAME OF PROVIDER OR SLPPLIER 12152010
o STREET ADORESS, CITY, STATE, 20 COOE
CARECO $06 12 STTH STRENT M
00 10 SUMMARY ST, -t '
ATEMENT OF
PREFI DEFICIENCY MUST BE PRECEDED BY FULL. PREFDX emwmn. comnEnen
OATE

TG CROBS-REFERENCED TO THE APPROPIIATE
DEMCENCY)

{w 153}

Continued From page 25

The facility must ensure that all allegations of
mistreatment, negiect or abues, a8 woil as
injuries of unknown source. are reporied
immedistely 1o the administrstor or to other
officials in aocordance with State law through
ostablished procedures.

This STANDARD is not met as evidenced by:
Based on siaff interviews and record review, the
facility failed 0 ensure that all injusies of
unknown origin wane
“hmhm:dﬂybﬂn
(DOH) as required, for one of the ssven cilents

residing in the faciity. (Client #1) -
The finding includes:

The Stale Agency was nolified on November 17,
2010 via facsimile of an injury of unknown origin
to Cliont #1's finger. Accosding 10 the incident
reporl, Client #1 sustained a fracture to his right
pointer (index) finger. The cause of the fracture
was not noled on the Incident report. An on-site
investigation wes inltisted on November 23,
2010. interview with the residence director (RD)
on November 23, 2010, st approximately 10:30
a.m., revealed that when the incident was
discoverad on November 13, 2010, the client had
a biisier on his finger (origin was unknown). The
comesponding nursing note deted November 13,
2010, acknowiedged the staff's notification and
noted that the pointer (ndex) finger of the right
hand was swollen with g bilsler to the lower part
of the finger close to the paim. The finger
repostedly was not painfil to touch and a cold
comprass was applied. The piimery care
physicisn (PCP) was notified. The PCP ordered

1o "continue with the cold compresses twice a

w153

W153
This STANDARD will be met as
follows:
The incident was initially reported on
November 13, 2010 to the
Administrator as a minor medical
concemn. It wasn't until Client #1 -\-lo
was taken for X-rays that it was|
revealed that Client #1 finger was
fractured.  Staff received an in-
service training on the timely
identification and reporting of
incidents on 1/5/11. Staff will report
all injuries of unknown origin as
Serious  Reportable  Incidents | -
according to regulatory guidelines.
12/1/18

RN CMI-2067012-60) Provicus Varslons Obsctets EvntXPCTS 13
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Continued From page 26

day until resolved and to monitor for infection
and to notify the physician of changes.” Review
of the medication adminisiration reconds (MAR)
<n December 3, 2010, at 10:30 a.m. reflected
that the cold compress trestment was continued
untii November 23, 2010, ten days after the
injkiry was discoverad.

On November 23, 2010 at 11:30
am..mmmmmmmmm
generated, the RD sisted that instructions were
mmmmm%mh_

v ot o ot s i
had to be witten. Interview with the Registered
Nurse (RN) on November 23, 2010, at
approximalely 11:30 a.m., revealsd that she was
Informed of the bilster on November 18, 2010.
She assessed Client #1 on the next day,
November 17, 2010. The RN sisted that the
finger was swollen with & dent at the back of the
finger. The dented area had a davk discoiortion.
8he informed the PCP of her findings and the
physician orderad an x-ray of the finges. The
results of the x-ray revealed that the finger was

Funther review of the incident report dated

appatety 1000 & Toret e
100 a.m.,

incident was not reparted to the administrator

until November 17, 2010, four days afier the

biisier was discovered.

The faciiity faiied 10 report an injury of unknown
origin timely.
483.430 FACILITY STAFFING

The tacility must ensure that specific facility

{W 158}

ORM CME-2007012-08) Provious Vesakons Olsuiele
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staffing requirements are met.

This CONDITION is not met as svidenced by:
Based on obeervations, stefY interviews, and
fecord review, the quaiified mental retardation
professional (QMRP) falled t0 adequately
monitor, integrate, and coondinate the heaith and

The effacts of these systemic practicss resulted
in the facility’s fallure to provide sufficlent
number of compelent, trained staff 10 ensure
oach client's heaith and safety,

483.430(s) QUALIFIED MENTAL
RETARDATION PROFESSIONAL

Each clisnt's active treatment program must be
integrated, coordinated and monitored by a
qualified mental retardation professional.

This STANDARD is not met as evidenced by:
Basad on observation, inderview, and recond
review, the facility's qualified mental retardation
professional (QMRF) falled 10 ensure sach
cllent’s adaptive equipment was coordinated and
monitored, for sbx of seven clonts residing In the
facility. (Clienis #1, #2, #3, #4, #6, anxt #8)

The findings inciude:

wi1s8
1. Cross reference response to ': 2. i]
Wi3s

1311
2. Cross reference response to L
wig9 12310
12/8/10 1 3

3. Cross reference response to
w192 ’- p.‘ '
4. Cross reference response to

W46 0410

w156}
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1. {Cross-refer to W138] The QMRP falled to
ensure that clients’ wheeichairs were operable to
mmummm«m
in accordance with their snnual plans.

2 [Crose-refer to W188] The QMRP facilty
failed to ensure that each empioyee was
provided with effective inltial and continuing
training that enabled the smpioyee fo perform his
or her duties effactively and competently.

3. [Croes-refer 0 W192] The QMRP falled t0
mmu;&ummm
competency amergency

mmmemem
mmmawmm.

4. [Cross-refer 10 W4238] The QMRP falled 10
ensure that clents’ prescribed wheelchalrs, air
maitresses, shower cheirs and/or gumeys were
fumished and maintained in good condition, for
Clionts #1, 52, 83, 4. 86, and #8.

483.430(e)(1) STAFF TRAINING PROGRAM wise

The facility must provide each employse with
initis) and continuing training that ensbles the
ampioyse 1o perform his or her duties
effeclively, efficiently, and competently.

This STANDARD is not met as evidenced by:
Basad on observation, inlerview and record
review, the faciity failed 1o ensure that esch

Fecllly D 00224 ¥ oorfinustion shest Pags 26 of 38
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faciity’s newly-instituted sdministretive directive
regarding

Contined From page 20
The findings include:

1. All staff were not effectively trained on the

{Cross-refer ic W127.4.b and W127.5] Afer
Chent #1 died on November 24, 2010, the
eonmamym:mnw-
chient home if there was a problem with his or her
wheeichair. This was again stated on November
20, 2010 upon recelving notice of the immediate

a. Hmvu.mmmmmmm,
2010), at 9:20 a.m., Cliont #4 was observed
seated in his whesichair on the it mechanism of
the facility's van. Observation of his wheelchair
ummmummu&mm
missing and the security siraps on both footrests
wers inattached,

b. Upon his retum from day program on
November 30, 2010, st 4:45 p.m.,
observation of Client #5's whesichair revesied
that the safely strap on his left foot rest was
broken. The client's records indicated that the
strap had been broken since at least May 2010.

Earfier that moming, at approximately 9:30 a.m.,
mmm&umdﬂﬂmﬁﬂ
had reveaied that they were uneware of the
administrative directive ic keep a client home ¥
thers was a problem with his or her whesicheir.
Al approximstely 10:00 a.m., the QMRP

that she was aware of the
directive and that she had not informed her stafy.

WI89

1. ab DSP and management
staff have been trained on
how to follow directives,
This training  will
repeated annually and on an
as needed basis. Staff are
aware that no clients should
be transported
wheelchair is not safe.

12/8/10, 1/6/1]

be

12:4-19]

I,btll

if there

Event ID:PCTE12

Facily 1006224
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Continued From page 30

2. The faciity falled to ensure thet stafl were
effectively trained on whesichair safely and
monitoring. as follows:

{Cross-refer to W127] On November 24, 2010,
cmnmumummmmam
appoiniment in a wheeichair that did not meet his
medical and safsty nescs. He fell from the
wheeichalr, sustained a head injwy and
subsequently died. Staff also had used broken
or defeciive whesichairs t0 iransport Cliénts #3,
4, #5 and #8.

&. On November 30, 2010, sl 2210 p.m., the
residence director (RD) stated that she had
recently instructed direct support siaff to
documaent the condition of clienis’ wheeichairs on
& “Shit Log/Depioyment Sheet” form. Each shift
was sxpacted 1o complete the form. She then
presented a signature sheet thet on
November 10, 2010, she had trained 12 staff on
the "Shift Sheet” and other
topics. Review of the signatures falled 10 show
ovidance thet the thres atalf who were with Cliant
#1 st the ime that he fel) had been in
attendance. No other documnenistion was made
available for review. At 2:12 p.m., review of
Chent #1's “Shift Log” sheets for the period
November 14, 2010 - Novembar 24, 2010
revesaied that stef¥ had not documented any
information regarding the condition of his
wheeichalr, including the broken seat belt bucide.

b. On November 30, 2010, st 7:16 p.m., review
of the alaff in-servios training records revealed a
Whesichair Repair Monitoring Form had been
daveloped in 2000. There was a signeture shest
indicating that some direct support staff had

Wi

a,b All DSP staff have been
trained on wheelchair safety
and monitoring adaptive
equipment. QMRP  will
ensure that before new staff
person can work with a
client that uses a wheelchair
they will be trained on
wheelchair  safety and
monitoring of adaptive
equipment.

12/8/10

D319
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Continued From page 31

received training on that form on October 7,
2009. There was no evidence that faciilly stafy
had Implemented that moniloring form after the
October 7, 2000 training or that steff had
mmmmmm
and monfioring in the 13 months since October
2009, it should be noted that on November 28,
2010, at 4:00 p.m. the Quality Assurance

3. [Cross-refer t0 W192] The three staff who
responded 1o Client #1's fall on Novernber 24,
2010 had received documented tralning in firsi
ald. The faciilly failed to ensure that siaff
responded appropristely 1o Client #1's head
injury on November 24, 2010. They moved him
from the drivewsty before he had been assessed
by a medical professional.
483.430(a)X(2) STAFF TRAINING PROGRAM

memmmmm
must focus on skills and competencies directed

This STANDARD is not met as evidenced by:
Mmlmmmm.mm

3. {Cross reference response to
W192). The three staff
involved were trained on
American Red Cross and
had current certifications. | | |* 30
Careco Inc. will provide a
staff  traiping  around
response to head injuries.

wis2) 1/30/11

Fanlily 1D: 000224 f conlinuation sheel Page 22 of 38
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falied to ensure that ait direct support staff (DES)
demonstraled competsncy in employing :
emergency procedures for cients with head wi92 il be met
injusies, for the one client who had sustsined 2 ;1:;:. STANDARD wi met as
documented head niry. (Client ollows: _ _
iny. * The three staff involved was tramh:g 2 "
: on American Red Cross and , A\
The finding includes: current certifications. Careco, Inc. ‘
will provide a staff in-service

Review of an incident report dated November 24,
2010, on November 28, 2010, at 3:50 p.m.,
reveaied that Client #1 foll from his wheeichair
oo 8 concrels-coverad surface in the driveway
of the faciity and sustained & head injury.

Interview with the LPN on November 28, 2010 at
approximately 4:00 p.m., revealed that the DES
wheeled Client #1 into the facillty and siated thai
the client fell from his whesichair afier he was
transferred from the van. The LPN further steted
that he ssssseed Cilent #1 and noted *moderate
swelling with open area measured at 1 cm x 0.5
€M no depih at the left side of the head close to
ﬂnbﬂoa.r.&nalm«uoodult;m

drainage.

On November 29, 2010, beginning at 11:30 a.m.,

telephone interviews with the three DES present
at the time of the fati reveaied that upon
dhoovaniqhdlmonlnmﬂw
ohserved that the client had a bump on the side
of his head. Staff fusther indicated that he
appeared stunned and confused. The staff
immediately picked him up, piaced him back into
his wheeichair, wheeled him into the facitity and
then transferred him from the wheeichair into a
recliner, where he was svaluated
by a nurse. Their interviews aleo indicated that
they had received cument training on first aid.

training around response to head
injuries.

1/30/11

DR CMS-2007(02-00) Provis Viralons Choolele
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_ Onmm.mw.lﬂmtm..md
the In-service training records maintained by the
mmmmm
that the three DSS indeed had ocurvent first aid
certification. On December 3, 2010, ot 12:30
P-m., reviow of the American Red Cross's
webelte confirned that a person who susiains a
head injury should not be moved uniess there is
“further danger.” Staff falled to demonstrats an w331
| Sirocive reaponsa to Client #1's emergency This STANDARD will be met as
- follows: :
{W 331) | 483.400(c) NURSING SERVICES W331Y | Ty Norses wil be trained by the RN
Supervisor on documenting e ),
services in accordance with their needs. 113011 '
W436
is STANDARD will be met as
This STANDARD is not met as evidenced by: e ST v e
wmmmm review, the Cross reference response to W127
facility's nursing staff failed 10 ensure verbel I. Cross reference response to
orders wers transcribed onto a physician’s order w127.1
sheet (POs), for one of seven clients in the 12/8/10 ]0
facilly. 2. Cross reference response to l; B
(Client #1) wi27.2
12/8/10
The finding includes: 3. Cross reference response to
w1273
Review of the direct support staff (DSS) 12/8/10
documentation dated November 13, 2010, on 4. Cross reference response to | |3} 1+ )0
December 3, 2010, at 10:00 a.m., revealed that Wi27.4 ;
xﬂmmumm l::htlyhld': 12/8/10
on index finger and reported . C fere nse to
obeervation to the nurse on November 13, 2010. 3 Wr?;s—,-? e Tt
Onmnm&z&zmo.um 10:20 11/1/10
am., review & COmesponding nursing note to | 1y .
13, 2010, that the 6. g{n}:;; .Zeference response : ‘ 2|]3 ID
client's right index finger was swollen with a 12/13/10
biister to the lower part of the finger. The nurse
applied a cold compress 10 his finger. The muve
PR CME-2007010-00) Prwvious Versions Obsoluts Event D:FCTE12 Faaily 1 00GI2M ¥ continuation shast Pege 34.of 30
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Continued From page 34
mmmmmmm
was ordered to apply & cold compress twice a
day until resoived and to monlior for infeciion
mlnmllfymeplm«mydm

Review of the medication sdministration records
(MAR) on December 3, 2010, at 10:30 a.m.,
refiocted that the cold compress tresiment wes
continued untll November 23, 2010; however,
review of the POs fafled 10 show evidence that
the nurse documented the order on the order
mmmm'sm
483.470(g)2) SPACE AND EQUIPMENT

The facility must fumish, meintain in good repair,
and teach ollents to use and 10 make informed

This STANDARD is not met as evidenced by:
Based on ohservation, staff interview and record
review, the facility falled to ensure the heelth and
safety of each cilent by making cenain that
adaptive equipment was fumished and

of the six clients residing in the facilly.
(Clents #2, #3, #4 and #8)

The findings inciude:
Cross-refer to W127. On December 15, 2010,

Client #2's newly-delivered custom molded
gumey wheeichair had aot boon assessed by the

{W 428}
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Continued From page 35

physical therapiet and the facilty had not secured
transportation for him o access outside medical
sorvices. Client #3 remained without the
presacribed shower gumey and custom moided
wheeichalr. His loaner whesichalr was
inoperable on the day before. which jed to his
missing two mediceal appoiniments. Staff were
observed moving Client #4 without putting the
anti-tippers on his wheeichalr in the down
position, to ensure his safety, Clent #6
remained without & shower gumey stretcher, and
there was no evidernce pressnted thet the QMRP
had brought the occcupational therapist's
November 1, 2010 recommendation for s shower
gumey stretcher to the PCP’s attension.

Previously, the Federai Deficiency Report dated
December 3, 2010, included the following:

1. [Cross-refer to W127.1] The facilty falled to
obtain s custom mokded whosichsir for Client #1.
According to staff, the sest belt on the wheelchair
the client was using on the day thet he fell

(Nwanberanl.zom)tudiuml:;unfw on
"sppraximately 30 days” prior o the incident.

November 29, 2010, at 7:00 p.m., cbesrvation of
the wheeichair revesied that the seat belt was

indeed broken. in addition, the padding on the
right arm rest was compistely gone (the metal

frame of the arm rest was axposed),

Probloms with Cllents #1's wheeichair were
previously clted in an HRLA recertitication
v 10 oviance et 0 everkg oty
was no .
implemented their Pian of Cammection since &t wes
submitted on September 23, 2010. The

DRI CMB-2567102-88) Pravicus Varsicas Obeolste

Evert D-PCTE12
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{W 436} | Continued From page 36 {W 420)
wheeichair had not been repaired, the QMRP
had not meintained ninning notes in Client #1's
records, and there was no evidence of quallty
assurance (QA) monitoring since the August 20,
2010 survey.

2. [Cross-refer t0 W127.2] Cliont #2 was
admiited 10 this facility on Ssptember 7, 2040
with a broken hospital bed was brokan (the head
could not be slevated). It remained broken for
an 83 day period beiwesn Seplember 7, 2010 -
November 20, 2010. His custom moided gumey
wheeichair broks on Seplember 25, 2010. Since
then, he had been confined to a hospital bed and
had not ieft the faciilly. This led to several
missed medicai appoiniments. In addiion, Cllent
2 had received bed baths since his Seplember
7, 2010 admission due to the faciity's failure 0
obtain a showes gumey.

3. [Cross-refer 1o W127.3] Client #3 was
admiited to the facility on August 8, 2010 with a
recommendation that he recelve & cusiom
moided wheelchair. As of November 30, 2010,
the client wes without 8 custom moided
wheeichair. The client's PCP wiote an order for
A "rolling shower commode chale™ on September
28, 2010. As of November 30, 2010, the client
mﬂmamllummmm in
addition, the client's records showed that it took
the faciiity aimost three months to obtein an air
matiress.

4. [Cross-refer to W127.4] The facility Isiled to
maintain Cliont 8d's wheeichalr. in sn HRLA
recertification deficiency report dated August 20,
2010, the facility wes cited for Cliont 84's
wheeichair having “wo different types of wheels
... rear lofi whesi was cbsarved to have ridges in

OB CMB-2967413-005 Prasiows Viarskons Obsalsle EvatIDPCTNIZ P————
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the tire while the right rear was observed to have
a smacth tire.” in their Plan of Comreciion (PoC),
dated Seplember 23, 2010, the facility stated that
the "QMRP will contact the equipment vendor
and have the chair repaired. The QMRP witt
maintain a log of contacts with the

vendor and follow-up to ensure that the

are effectuated as 300n as possibie,” and the
QA wili monitor for thres months to ensure
compliance.” Review of Cient #4's record,
however, falied 10 show evidence that the faciity
had implemented the POC. The wheeichal hac
not been repaired and in addiion to the

needed to take measurements and the client
would be without an appropriste wheeichalr for
ancther 30 days.

5. [Croes-refer to W127.5] The faciiity falled to
repair the broken safety strap on the jeft foolrest
of Cllent #6's wheeichalr, and falled to order s
shower gumey that was recommended by the OT
four weeks oarfler.

8. [Cross-refer 10 W127.8] The faciity failed to
repair or repiace the broken right footrest on
Client #8's wheeichair in the six months since the
OT identified the need on May 12, 2010.

(W 430}
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INITIAL COMMENTS

A foliow-up survey was conducted on Decamber
15, 2010 to verity that the Group Home for
Parsons with Intellectual Disebilities (GHPID)
had implemented their pian (submitted
Decernber 14, 2010) to resolve an immediate
Jeopardy (L)) that was found to exdst on

the residents and thelr adaptive equipment,
interviows with direct support, nivsing and
administrative staff as well as a review of the
residents’ records, the determination wes made
that the faciiity hadt not iaken sufficient comective
aclion to remove the L. Specifically, the facility
hﬁdbmmm:m
necessary adaptive mobifity equipment to ensure
that two (011 of six) residents received outside
medicai services. [See 1500}

Previously, on November 24, 2010, at

(CQAID)
the death of Resident #1. According to the
message, the resident fell from his wheeichair,
sustained a head injury and subsequently died
while at the hospital. On November 28, 2010,
the CQAID initisted an investigation to determine

participation and local Ecensure requirements for
imarmadiate Care Faciiities for Persons with
lmmmmsocpb)mm
the Medicald program.

Dsab L‘% Bevices

t/’?[“ onomE
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alleged residents in the faciiity did not have
necessary adaptive equipment. The complaint
further aloged that neaded medicsl services
were not being provided and the faciilty falled 10
implement dietary orders and mealtime prolocols

as required. A moniloring visitAnvestigation was
initisted by the ICFD Into the
atiegations on November 29, 2010

foliow up for giaucoms and annual urclogy, have
been cancelied dus to “transportation” issues
raisted 10 his whesichair gumey.
ABegation was substantiatad

3. Resident #2's labs ondered by his primary
physician on Seplamber 1, 2010, have not been
completed. The muse stated that the labs have
not been completed dus to the "transportation”
issues,

Alegstion was substantisiad

4. Resident 2 is prescribed & jow fat, low
cholesterol pureed diet with nectar thickened
liquids. On the date of the review, Novermber 23,
2010, Resident #2's liquids were not pressnted in
accordance to his prescribed dist snd texdure. He
ickome, | A lch was o

Alegation was not substantisted

5. Resident #2 has a meaitime positioning pian
to addvess his risk of aspiration and choking. His

mmw the head of his bed to &
oalih Raguisitor,

TATE FORM b PCTS12 Woanliecmiion shest 2 of 30
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20 degres angle and the using a positioning
wadge 0 slevale the resident an additional 50
degrees during and following his mealtime. On
the date of the review, he was not property
positioned during his meaitime as
recommended.
Allegation wes not subsiantiated

8. The home has no system in place by which 1o
monitor Resident #2's weight. A wheeichair
scale I8 in the home but Is not currently

operational.
Aliagation was substantisted

7. Although the nurse and Qualified Mentat
Retardation Professional (QMRP) are aware that
Resident #2's weight is not being obtained or
monitored, these Is lack of monlloring of
Resident #2's food Intake.
Aliegation was partially subatantisted

8. The facility does rot have & positioning
mmnmm&.wmﬁ:
Allegation was substentiated

mmdmmmm
were based on observations at the group home,
interviews, and the review of cinical and
administrative records, inckading incident reports.
Six of the seven residents curently residing in
the facility wers reviewed. One additional
resident ' s reconis was roviewed for the death

investigation. The results of the moniforing

visit/investigation revealed thet conditions found,
posed an immediate and serfous threat to the

: health and safely of residents residing st the
ioalth Reguietion Administration
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facility.

{i 19011 3507.1 POLICIES AND PROCEDURES

TATE FORM

On November 29, 2010, si approximetely 8:25
p-m. the Direcior of Disabiities
Services (DDDS) was notifled that an immediate
Jeopardy (1J) existed at the facilily. At that time,
the DDDS submitted & pian to rescive the L,
however the plan was not accepted by the State

Nate: On November 23, 2010, an investigation
was inltiated on Resident #1. An incident report
dated November 17, 2010, reflected that
Rosident 1's right index finger was fraciured.
The cause of the injury was unknown. it should
further be noted that the investigation was 5ot
compieted due to the desth of Resident #1. This
reporst includes deficiencies from: the preiminary

Each GHMRFP shall have on alie 2 writtsn
manual describing the policies and procedures it
will follow which shail be as detalled as is
necessary io meet the noeds of sach resident
served and provide guidance to each staft
member.

This Statute is not met as evidenced by:
Mmmmmmm.unm
Home for Persons with intelectual Dissbilties
(GHPID) faled to implement & policy and
procedune manus! thet was detalled and outlined
paiicies io meet each residentis needs, for six of
the seven residents of the facilty. (Residents
1, 32,83, 84, #5 and #8) '

The findings include;

{1 160}

|2:V7.10

Adminisiration

PCTS12
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1. [Crose-refer 10 i500] The facilily failed to 1160
ensure the heaith and safety of sach resident by This STATUTE will be met as
making certain that adaptive equipment was follows:
MlﬂMhmm 1. Staff has been in-serviced
m* mm chairs on Careco Inc, Adapﬁve
andior as prescribed, for Residents #1, Equipment Policy and
#2, 43, M, #5 and 46. Procedures and Adaptive i}n.lf)
Equi Protocol.
2. StalY fallad to implement the faciity’s Adlpment Trofoee 12/17/10
transportation policy, as follows: 2. Staff will be in-serviced on
Careco Inc. Transportation
On November 30, 2010, at ¢:45 a.m., a driver Policy. Henceforth staff will
day program. There was 1o other person attendant in the van when
chserved on the van {no altendant). At 10:16 clients are being
a.m., intarview with the residence divecior (RD) transported.
rovealed that the faciity’s policy was to have at
least one other stalf person on the van when
they drove residents In the . She
expiained, however, that they were short of staff
that moming and that Resident #5 usually did not
exhibt significant behaviors. Later thet day, at
approodmately 7:25 p.m., review of the facility’s
tranaportation poiicy, dated 2007, revealed
Policy B.1.5. "When individuals are
an altendant (a person other than the driver) is
sssigned to accompany them to altend o their
special needs.”
3. [Cross-refer to 1379) Facility steff falled 20
m:olbn :ummum?‘ 3. Cross reference response to
timely, in accondance with the fechily's incident Federal deficiency W153 1.JO
management poiicies. On November 23, 2010, 2ianol )
Ilcly'rhddmt amere pei o
the management policy
revoalad that injuries of unkmown origin wers
muaﬂ?’:mm.
The policy specifies serious reporiable
isalth Nagadstion Adwinistration
TATE FORM L PCTS12 ¥ continuaiion vhest § of 30
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incidents are to be reposted 10 the immediate
supervisor or manager and an incident report
gencrated.
| There was no documentied evidence that the
slaff (direct support and nursing) implemented
| the incident management policy as oulined.
{mo)‘ 3508.1 ADMINISTRATIVE SUPPORT { 180}
Each GHMRP shall provide adequate
administrative support to efficiently meet the
needs of the residents as required by their
Habilitation plans.

lesith Reguation Adminisiration

‘This Stahule is not met as evidenced by:
Based on obesrvation, interview, and record

residents reaiding in the fachily. (Residents #1,
#2, 93, M4, 45, and #8)

The findings include:

1. [Cross-referto The QMRP falled to
ominmmwwmm
to enable them 10 participate in comamumity
outings in acoordance with thelr annual pians.

2. [Cross-refer 10 1228] The QMRP faciity failed
wa(mnmmmﬂmﬂm
effective inkial and tralning that
enabled the employee to perform his or her
duties effectively and competently.

3. [Cross-refer 1o 1500} The QMIRP fatled o

1180

fotlows:

1449

This STATUTE will be met as 1‘
1. Cross reference response to 12'5‘0
1228

2. Cross reference response to D 6'0

3. Cross reference response to
1500

12/8/10

12/8/10

TATE FORM
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ensure that residents’ prescribed wheeichairs, air
fumished and maintained in good condition, for
Residents #1, 42, 43, 34, 95, and #0.
¢ 223)1 3510.5(e) STAFF TRAINING (1228
Each training program shall include, but not be
fimited to, the following:
(o) Resident ' s rights;
This Siatute is not met as evidenced by:
Based on observations, interview, and recond
" | review, the Group Home for Parsons with
intetiectual Disabilitios (GHPID) falled to ensure
Mmmmml't:gwlmgw 1228
initial and continuing training thet enabled This STATUTE will be met as
mwmm“mmm foﬂaws:
and competently, for fifteen of the fifleen sialt.
. ab Staff have been in
The findings include: serviced on the
Transportation policy to )
1. All staff were not effectively trained on the ensure safety and rights of | | | 19" |
mnmmmm clients are maintained. 2
regarding fransportation of residents who ulitize Additional training was
wheeichaiss for mobility, as indicated by the provided to all staff on
foliowing: following written and verbal
directives,
[Crose-refer to 1500.4 and 1500.5] Afer Resident v 12/8/10
#1 died on November 24, 2010, the governing 2. a-c Cross reference
body issued a directive to kesp a resident home response to 1500 and cross
"mm!mmhwh’m- referenceresponsem
This was again stated on November 29, 2010 Federal Deficiency W189.2
upon recelving notice of the immediate jeopardy 12/8/10
(). &t approximately 6:25 p.m. 3. See Response to Federal
Deficiency W192
&, However, on the next moming (Novesmber 30, ey 1/6/11
| 2010), at 9:20 a.m., Resident #4 was obeerved
[~ Adminisiaiion

TATE FORM
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seated in his whesichalr on the it mechanism of
the facility's van. Observation of his whesichelr

at that time revealed thet the right anti-tipper was
missing and the secirity straps on both footrests
were unattached,

that the sefety strap on his ieft foot rest wes
broken. The resident's records indicated thet the
strap had been broken since ot least May 2610,
Siaff, however, had transporied him 1o day
program earlier that day with the wheeichalr in
that conition.

Easfier that morning, st approximately 9:30 a.m.,
interviews with the direct care staff (et van side)
had revesled that they were unawere of the
administrative directive 10 keep 2 resident home
if thore was a problem with his or her whesichakr.
At approximately 10:00 a.rn., the QMRP
acknowiedged that she was aware of the
directive and thet she had nol informed her steff.

2. The faclity falled 10 ensure that steff were
effectively irained on whesichalir safety and

monlioring, as follows:

[Cross-refer to I500] On November 24, 2010,

Resident #1 was transported fo and from &
medical appointment in a wheesichair that did not

a. On November 30, 2010, at 2:10 p.m., the
residence disector (RD) stated that she had

TATE FORM
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MMMMQMM

Continued From page 8

recontly instructed direct support staff fo
document the condition of residents’ wheeichairs
on a "Shift Log/Depioyment Sheet” form. Each
shift was expected {o compiele the form. She
then presented a signaturs sheet documenting
that on November 10, 2010. she had trained 12
stafy on the "Shift Log/Deployment Sheet* and
other topics. Review of the signatures falled 1o
show evidence that the three staff who were with
Resident #1 at the time that he fell had been in
sttancdance. No other documentation was made
avalishie for review. At 2:12 p.m., review of
Resident #1°s “Shift Log" sheats for the period
November 14, 2010 - November 24, 2010
revesied that staff had not documented any

deveioped in 2009, There was a signaiure sheet
indicaling that some direct support staff hed
received training on that fonn on October 7,
2000. Thers was no evidence that faciity staff
had implemeniad that monitoring form after the
October 7, 2000 training or that siaff had
received additional training on wheelchair safety
and moniloring in the 13 months since Oclober
2000. It should be notad that on November 28,
2010, st 4:00 p.m. the Qualily Assurance
Specialist/incident Management Coordinator
indicatad thet he hed conducted in-service
training regarding transportation and wheeichair
safety oartior that same day. He did not,
however, provide any documentstion of the
allaged training when requesied. On November
29, 2010, at approximately 7:35 p.m., both the
QMRP and the RD agreed to obtain records from

{128

issli Reguaution Adrinieration
TATE FORM
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{1 228} | Continued From page 9 0228
pertaining to transportation and wheeicheir
safety. No adaitional information wes made
avaliable for review before the investigation
ended.
3. [Cross-refer to Federal Deficiency Report -
Citation W192] The three staff who responded
10 Resident #1's fall on November 24, 2010 had
received documented training in first sid. The I
faclity falied 1o ensure that staff responded
appropristely to Resident #1's head injury on
November 24, 2010. They movad him from the
driveway before he had been assesesd by a
medical professional.
{1376) 3519.10 EMERGENCIES {1379y

TATE FORM

In addition to the reporting requirement in
3519.5, sach GHMRP ahall notify the

substantially interferes with a resident ' s health,
weifare, living arrangement, weil being or in any
other way piaces the resident at risk. Such
notification shelt be made by telephone
immediately and shail be followed up by written
notification within twenty-four (24) howrs or the
neodt work day.

This Statute is not met as evidenced by
Based on stalf interviews and record review, the
Group Home for Persons with intellectual
Disabliities (GHPID) faled 10 ensure that aii
unueual incidents that place a resident's health
and welfare at risk were seported immedisiely to
the Department of Heakh, for one of the seven
residents of the facily. (Resident #1)

1379

This STATUTE will be met as
follows:;

Cross reference response to Federal
Deficiency W153

12/1ho |-

]?‘, | ,\0

PCTEI2 ¥ ooniiesation shest 10 of 30
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The finding includes:
The Department of Heaith was notified on
November 17, 2010 via facsimiie of an injury of
unknown origin 10 Resident #1's finger.
According 10 the incident repost, Resident #t

sustained # fracture 1o his right pointer Jndex)
finger. The cause of the fraciure was not noted
on the incident report. An on-site investigation
was initisted on November 23, 2010. interview
ualn.m:mmmmm _

2010, at approcimately 10:30 a.m., revealed
that when the incident wes discovered on
November 13, 2010, the resident had a biister on
his finger (origin was unknown). The

the
noted that the pointer (index) finger of the right
hand was swollen with s biister 10 the lower past
of the finger closs 0 the paim. The finger
reporiadly was not painful 1o touch and 8 cold
Compress was applied. The primary care
physician (PCP) was notified. The PCP ordered
10 "continue with the cold compresses twice a
day until resolved and 10 monitor for infection
and 10 notify the physician of changes.” Review
of the medication administration records (MAR)
on December 3, 2010, st 10:30 a.m. reflected
thet the coid compress treatment was continued
untll November 23, 2010, ten days sfter the
infury was discovered.

On November 23, 2010 at approxdmately 11:30
a.m., when asked why an incident report was not
generated, the RD siated that instructions wers
given io her by the agency's incident
management coordinator that since the injury
wiis 8 medical concem that no incident repost

had 10 be writien. mmmw
loalty Ragrisiion

'TATE FORM - PCTB12
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mmmm;:mzs.mo,:‘
approximately 11:30 a.m., revesled that she was
informad of the blister on November 18, 2010.
She assessod Resident #1 on the next day,
November 17, 2010. The RN siated that the
finger was swolien with a dent at the back of the
finger. The dented area hed a dark

findings and the physician ordered an x-ray of
the finger. The resulls of the x-ray revealed that
the finger was fraciured.

Further review of the incident report dated
November 17, 2010, on November 23, 2010, st
approximately 10:00 a.m., revealed that this
incident was not reporied 10 the administrator
untl November 17, 2010, four days after the
biister was discoverad.

The facility failed to report an injury of unknown
origin timely.

i “9)‘ 3521.7(s) HABILITATION AND TRAINING 8

The habilitation and training of residents by the
GHMRP shall include, when appropriste, but not
be limited 10, the following areas:

{8) Opportunity for socisi, recreational and
religious activities utilizing community resources.

This Statute is not met as evidenoed by:

Based on observation, iMerview and record
review, the Group Home for Persons with
intollectual Disabilities (GHPID) failed 1o ensure
that residents participated in community outings
in accordance with their annual plans, for two of
nnag)mmofﬂnm. (Residents #2
and

isaith Regulstion Administration
TATE FORM L] PCTS12 ¥ continpation shest 12 of 30
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The findings include:
1. [cmn-re;:tolsoo.a. Mﬂﬂﬂgo
admitted to this facility on September 7, 2010,
#2's custom molded gumey whesichair was This STATUTE will be
observad being stored supply room. Nows:
Mnmmmu:':mum Hwes fo 0:5 Cross teference response to ]2%'0
expisined that the frame was broken. xsoo.gandlg;cll;r‘?lz
smmmmmm Deficiency “ a0

residence director (RD) later that evening, at
mz_p.m.mmsnmm
wheeichair had been functioning properly when
he was admitted. The gumey wheelchair broks,
however, on Ssptember 25, 2010. They
Indicsted that the gumey wheeichair was
issessed, and the QMRP presented her progress
note dated September 28, 2010, int which she
documented that the wheelcheir vendor had
mmmnumulmmmnm.:
The QMRP and RD then presented & leiter dated
October 20, 2010, in which the wheeichair
vendor wrote they "will be submiiting the
paperwork for approval by the insurance
company.” As of Noversber 30, 2010, Resident
nmm-mmm
wheeicheir and was confined 10 the hospital bed,
within the faciity.

onmmao.mo.mnmopm.
review of Resident &2's medical records revealed

appoiniments originally

3, 2010 and November 9, 2010, respactively. In
addition, the primary care physician (PCP) hed
ordered on Oclober 1, 2010, isboratory studies
for "CBC, CMP, UA, TSH and Hipid profiie.” At
7:00 p.m., the QMRP confinmed that the resident
saith Ragulsiion Adminisiraion
TATE FORM b PCTSI2 ¥ comtinstion shest 13 o730




PRINTED: 12/20/2010
FORM APPROVED

STATEMENT OF DEFCENCES | (x1) PROVIDERBUPPLIENICUA
AND PLAN OF CORRECTION IDENTICATION NUMBER:

. |0 OATE surveY
X7 MULTIPLE CONSTRUCTION COMPLETED

1248/2010

{1 449} | Continued From page 13

had missed his ophthaimoiogy and wology
appointments due to the lack of a gumey
wheeichalr, Since being confined to the hospital
bed, Resident #2 had not left the faciity and,
therefore, his community was
restricled. It should be noted that his iIndividual
Support Pian (ISP) deted November 9, 2000,
indicated that "going to my dsy program and -
community outings” were what was most
important to him. The ISP also included it is
important that | maintain optimel health, maintain
a wheeichair that is in good repair and good
relstionships.”

2. [Cross-refer to 1500.3]. On November 29,
2010, ot 3:45 p.m., the left armrest on Reaident

white adhesive taps wrapped around the botlomn
of one of its supports. Further interview rovesled
that facility stalf previcusly used the tape 10
secure the amwest to the cheir; howsver, the
tape was no longer effective. At 7:20 p.m.,
inlerview with the QMRP and RD revealed the
chair had broken & week sarfler. As of
November 30, 2010, the regident had been
without a functioning wheelchair for
spproxicmately one week and, therefore, confined
to the interior of the GHPID,

{ mﬂl 3523.1 RESIDENT'S RIGHTS

Each GHMRP residence director shall snsure
thet the rights of residents are observed and
protected in accordance with D.C. Law 2137,
this chapter, and other applicable District and
foderal lawe.

{1 600}

. Cross reference response to I 2 ém

1500.2 and Federal
Deficiency W127.3
12/8/10

suih Regulation Adminisiretion
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This Statule is not met as evidenced by:
Based on obesrvation, staff interview snd record
review, the Group Home for Persons with
intellectual Disebiiities (GHPID) falied to ensure
the health and safety of each resident by making
certain that adaptive equipment was fumnished

On December 15, 2010, at 8:00 a.m.,
wnmmm
facilitate outsidie medical services, as evidenced

below: _ 1500
1. a-¢ Cross reference ‘o
a. Resident #2 was observed in his haspital bed response to Federal 12:8
when the revisit bagen, at 7:48 a.m. At 12:30 Deficiency W127.2
p.m., & new custom molded gumey wheeichair
was delivered to the faciiity by the wheeichair
vendor. However, inerview with the interirn
Dlmdnmbmmm(m
revesied that the physical therapisi (PT) would
first need to sssens the new gumey whesichalr to
verify that k mests Resident £2's specific needs.
As of 5:33 p.m., the faciity had not secured s -
appolatent with the PT.

AL 5:25 p.m., interview with the facilly’s quality
m(mmmumm
just taken measurements of Resident £2's new
gumey wheeichalr. He questioned whether the
vehicie previously-idantified for transporting the
resident would be able to accommodate the

| wheeichalr. He further indicatad that he would
salihs Reguisiion Adwinisiraion
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have his “specialist” examine the vehicie snd
determine whether the facility would need to
order additional tie down straps.

in the faciity's ietter in response to the
Immediate Jeopardy (LJ), dated December 14,
2010, the facility stated, "srrangements have
been made with <transportation vendor> 0
transport Resident #2 10 medical appointments in
the absence of his wheeichair.” At 1:40 p.m.,
Interview with registered nurse (RN) revealed
that an appiication form for such services had
been transmitted via facsimiie to the
transportation vendor on the day before
{December 14, 2010). Acoording 1o the IDDS, st
3:25 p.m., the appiication process required 24
~48 hours 1o determine his eligibility for services.
Moments laler, review of the application form
14 mtﬁ!‘m h.::gn Reeident
. . Al approxdmately pm.,
#2's Service Coordinator with the Department of

oarfier that they did not tranaport residents who
reside in intenmediate care facilities (ICFs). At
4:som,m.mmm e
m’mummmmi'
transporiation services had been sought.

b. On December 15, 2010, st 10:15 a.m., review
of Resident #2's medical record revesied & lsb
report indicating that serum and wine samples
had been oblained on December 8, 2010. The
lab report showed several abnonmat readings
including & high seyum ievel for dilantin,
Moments ister, review of 2 nurse progress note
dated Decomber 13, 2010 revesled that a

ey Reguiialion Adniristeation
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liconsed practical nurse (LPN) had reviewed the
isb results and had loft 2 message on the :
primary care physician's (PCP) tslephone
service that day. On December 14, 2010, the
same LPN documented the PCP’'s telephone
order to decrease Resident £2's dilantin and to
retest his diiantin levels on December 18, 2010.
At 11:48 a.m., the LPN sisted that & nurse would
come lo the facility the next day {December 18,
2010) to obtain new serum and urine sampies.

Al appraximalely 4:45 p.m., inteeview with the
iDDS and the DDS Servics Coordinator revesled
that Resident #2 had continued missing medicel

appointment rescheduled from Novernber 5,
2010 to Decamber 2, 2010. He did not,
however, make k to the December 2, 2010
appointment. Similarly, he missed & December
10, 2010 urology appointment which had
originaily been scheduled for November 9, 2010,
As of December 15, 2010, Resident %2 remained
without transportation services and was,
therefore, not receiving medical services outside
of the facility.

¢. &t shouid be noted that on December 15, 2010,
Resident £2 remainod withoul a shower gumey,
two months after it was ondered by the PCP. Al
9:45 a.m., intsrview with the IDDS revesaled that
a second 719A form had been submitted f%or the
shower gumey. She presented & 710A form that
was signed by the PCP on November 30, 2010.
Moments iater, reviow of the resident's qualified
mentai relardation professiona! (QMRP) progress
note on adaptive squipment, dated December
13, 2010, falled 10 reflect the siatus of the
shower gumey. In the meantime, the PCP wrole
an order on December 8, 2010, for Resident #2
isalth Regulsiion Adninissation
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neommmmmmm
the shower gumey.

2. The faciiity falled to maintain Resident #3'
wheeichair to ensure that he received outside
medical services, as evidenced below:

a. On December 15, 2010, from 7:48 &.m, unti 12810
12:45 p.m., Resident #3 was observed in his 12/8/10 :
hospital bed. At 12:30 p.m., the wheeichalr 2. a,b Cross reference response

vendor arrived in the facility and repaired the to Federa} Deficiency

safety bekt on the resident’s wheeichair. At 12:43 Wi27.3 12/8/10

p.m., intsrview with the LPN revesied that on the
day before (December 14, 2010), Resident #3's
whoeichair seatbelt had bean joose on the right
side; the wheeichair was deemed unsafe. The
nurse further indicated that because the seatbell
could not be secured property, the resident had
missed two medical appointments (wound care
ciinic and PCP) that were scheduled for
December 14, 2010,

At approximaiely 1:45 p.m., interview with the
RD and IDDS revesied that the same seatbelk on
the lcaner wheeichair had been repaired
previously, on December 8, 2010. Then on the
moming of December 14, 2010, "the other side”
of the seatbelt had “come loose.” During the exit
conference, st 5:00 p.m., the IDDS
acknowledged that the faciity had not made
another wheeichair availabie for Resident #3 on
the previous day, t0 ensure that he kept his
appointments.

b. In the faciity’s etier in response 1o the

2010, the tacky S 1o AT oot i
20 facility the QMRP was

the Medicare process for obtaining a custom
moided wheelchair for Residant #£3.
<Wheeichair vendor> had indicated that

ot Regution Adrrinietraion
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The PCP, however, wrote a prescription for
Resident #3 10 receive a custom made’
wheeichair and a roling shower chali’'conwnode
with waist beit. She presented tha prescriplion
and comesponding consultation form, which had
m%u;ummm?ru.mo
by the . Al approxdmately 4:10 p.m.,
follow-up Interview with the RN and the same
LPN again reveaiad that the resident was not
seon by the PCP on December 14, 2010, They
further expinined that the PCP “sess him
frequently.”

3. On December 15, 2010, ot 8:37 a.m.,
Resident #4 was observed sealed In his
wheeichair. The wheeichsir's anti-lippers were in

the up poaition. Interview with a direct support |-

9:07 a.m., the staff was obsorved propeliing the
still in the up position. At 9:15 a.m., the RD was
observed pushing Resident #M outsiie fowards

the van. Again, the anti-tippers romained in the
up position, When brought to her stiention & few
moments ister, the IDDS

reposition the anti-tippers in order for them © be
effective. The RD and diroct support staf¥
subsequently adjusted the anti-tippers to the
down posilion to ensure the resident's safety.

3. Cross reference response to
Federal Deficiency W127.4

12810 | 123 10
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walth Reguistion Adrainisirglion

whesichair vendor stated “the

be in the dovwn position whenever the wheelchair
is moving.” it should be noted that review of the
steff in-service records, at approximately 2:30
P-m., revealed thet on December 8, 2010, fachity
staff had received training on safety and
positioning in wheeichairs. Observations on the
moming of December 15, 2010, however,
indicated that the training had not been sffective.

4. In the faciiity's letier in reaponss 1o the
immediate Jeopardy (1)), dated December 14,
2010, the faciity stated that Resident #5's
wheeichair had boen repaired and was in safe
working condition. The response letter did not
reflect the recommended shower gumey
stretoher for bething. On December 15, 2010, at
8:20 a.m., inepection of the resiient's wheeichalr
confirmed that the safety strap on the ieft

When interviewed by telephone at 8:50 a.m., the
anti-tippers should

footrest had indoed been repaired. The resident,
however, remained without & shower gumey
w,mmmmmm

the QMRP had brought the occupationat
therapist’s November 1, 2010 recommendation
for a shower gumey sirsicher to the PCP's
attention.

Previously, the Licensure Deficiency Report
mms.mo.mnmm@

LMIH.WMMMW
sustsined in a fall from his wheeichair on
November 24, 2010, was admitted o the GHPID
in July 2008,

a. On November 26, 2010, at approximaiely 6:10
p-m., interview with the qualified menia

12/3/16
1. a-e Cross reference
response to Federal
Deficiency W127.1

4. Cross reference response to
Federal Deficiency W127.5 )] 0

| 1500 Federal Deficiency Report

11/1/10

)Q.Q-JD

12/8/10
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felardation professional (QMRF) revealed that
Resident #1 had initially been admitied with &

problems with the payment. INote: The QMRP
was unsure of the actusi date and review of the
resident’s record later that evening falled to
identify the axact date on which his custom
moided whesichalr

reveaied that in December 2000, the fackity
eniisted the support of the resident’s attorney In
&n effurt 1o secure a custom moided whesichair
that Resident #1 allegedily had been using white
residing with a former provider. Those efforts,
however, failed and the QMRP

that the facilty had not inltisted the formel
process towards obinining a new custom mokied
wheeichair.

with siing type seating (the one the resident was
using at that time of his death) was

inappropriste. He wrote “"He sits on his right
tiium. His trunk is shifted right. There is
ncreased pressure on his right axiila from the
right arm rest. The seating system perpsiustes

custom moided wheeichair. in the next annual
evaiuation, dated October 15, 2000, the PT
wrote the resident “had not received the

eaih Regulsiion Admisisirsiion :
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Continued From page 21

appropriate whesichai”® and recommended
*Follow.up with new custom whesichair.® On
October 4, 2010, the PT performned anothver
annual evalustion at which time he repeatad the
same recommendation for a custom molkled
wheelchalr. The goveming body falied to address
the reconwnendations for a custom moided
wheelchair.

C. Similarly, review of Resident #1's occupational
therapy (OT) records on Novembar 30, 2010,
beginning at 10:15 a.m. revealed that the OT
had repeatedly documented thet the resident’s
wheeichair did not meet his nesds. An OT
evaluation dated September 14, 2000, inchxied
“the wheelchair is wide and the seat and back do
not provide good support. He is at great risk for
falis and skin breakdown in this chair. A new
whaeichair evaluation and now whesicheir are
sirongly recommended ..." The resident's most
racent OT Evaluation, dated September 11,
2010, recommended a whosichair assesement
and & new wheeichair. On Novambaer 1, 2010,
the OT again noted that the standard wheesichalr
*does not provide optimal belance, posture, or
positioning.” Later that month, the resident died
after susisining a head injury.

d. On November 20, 2010, at 11:30 a.m.,
telephone interview with the divect supporst staff
person who had assisted Resident #1 out from
ths van and onlo the liit on the day that he fell
{November 24, 2010). revesled that the bickle
on the seat beit of his wheeichair had been
broken for "approxdimately 30 days.” There wes
no evidence, however, that the faclity stempied
fo have the seat belt repaired. On November 29,
2010, &t 7:00 p.m., observation of the whesicheir
revealed that the seat belt was indeed broken.

in addition, the padding on the right am rest wes

0

500}
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completely gone (the metal frame of the am reat
was exposed).

¢. Problems with Residenis #1 wheeichair were
previously chied in an HRUA receriificaion
deficiency report dated August 20, 2010. Thers
was no evidence, however, that the
mmmmmmacmmm
since it wes submiliad on Seplember 28, 2010.
The QMRP had not meintained rvnning notes in
Resident #1's reconds reganding needed repairs
and there was no svidence of qualily assurance
{QA) moniloring since the August 20, 2010
survey.

2. Resident #2 was admitied to this GHPID on
Seplember 7, 2010. Resident #2 did not receive

8. On November 26, 2010, st 348 p.m., a
repalrman was observed working on & hoopital
bed located in a back bedroom. The evening
liconsed practical nurse {LPN) indicaled that the
head of this hospital bed, whivh belonged to
Resident #2, could not be slevatad. At 4:23
p.m., the LPN informed surveyors that the head
dmmwmmmmm
then demonatrated successiully. At

approximately 7:18 p.m., inlerview with the
residence direcior (RD) revesied that the head of
Resident £2's hospiial bad could not be slevated
for the 83 days sinoe he was admittad to the
GHPID, on September 7, 2010.

b. On November 26, 2010, at 3:50 p.m.,
Resident £2's custom moided gumey wheeichair
was observed stored in a supply room. &

2. a-d Cross reference
response to Federal
Deficiency W127.2

12/8/10

|20
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was tilted to one side and the evening nurse
expiained thet the frame was broksn.
Simultaneous interviews with the QMRP and RD
isker that evening, at 7:12 p.m., revesied that the

gumey

September 25, 2010. MMM“
gumey wheoeichair was assessed, and the QMRP
presented her progress note dated September
28, 2010, In which she documenied that the
wheeichsir vendor had informed her thet it was
"beoken beyond repeir...* The QMRP and RD
then presented a ietier dated Oclober 20, 2010,
in which the wheelicheair vendor wrole they “will
be submilting the paperwork for approval by the
insurance company.” As of November 30, 2010,
Resident #2 remained without a custom molded
gumey wheeichair and was confined to the
hospital bed, within the facility.

¢. On November 30, 2010, beginning st 8:00
p.m., review of Resident #2°'s medical records
revealed that he had missed ophihalmology and
wology appoinimants originally scheduled for
November 3, 2010 and November 9, 2010,
respaciively. In adkiition, the primary care
physicisn (PCP) had ordered on October 1,
2010, iaboratory studies for "CBC, CMP, UA,
TSH end lipid profile.* At 7:00 p.m., the QMRP
confirmed that the resident had missed his
ophthaimology and urology appointments due to
the lack of a gumey wheelichair. [Note: The
appointments had been rescheduled for
Decomber 2010.] As of that evening, however,
there was no finaized pian for obiaining the
studies ordered on October 1, 2010.
Sinoe being confined to the hospital bed,
Resident #2 had not loft the GHPID and,
therefore, his communily integration was

mmm
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resiricted. It shoukd be noted that his individual
Support Plan (ISP) deted November 9, 2000,
indicated that “going to my day program and
community outings™ were what is most important |
{o him. The ISP also inciuded "It is important
that | maintain optimal heaith, maintain o
wheeichair that is in good repair and good
relationships.”

d. On November 20, 2010, st 4:24 p.m.,
intesview with the evening 1PN revesaled thet in
the 83 days since his admission, Resident #2
had received hed baths only, due to the faciity's
fallure to obisin @ shower gumey. At 7:15 p.m.,
review of @ PCP nole, dated September 20,

3. Resident #3 was admited from a

home fo the GHPID on August 8, 2010,
Resident #3 did not receive new adaplive
equipment as prescribed, and/or timely repeirs to
his exdeting adaptive equipment, as svidenced

a. On November 20, 2010, at 3:45 p.m.,
Resident #3 was cbeerved siesping in a hospiial
bed in his bedroom. His wheeichair was
observed across the bedroom:; its left anmrest
was detached. inkerview with the evening LPN
rovealed that the wheeichair had "recently”
broken. Tha detached armrest had white
adhesive tape wrapped sround the bottom of one
of its supports. Further inlerview revealed that
mmmummmm
the ammrest {o the chelr, however, the taps was
no longer effective. At 7:20 p.m., interview ~vith
the QMRP and RD revealed the chair had
broken a week earfier. They steted that he | 1

3. a-¢ Cross reference '
response to Federal
Deficiency WIZ';‘::B ‘2-3:‘0 i

12/8/10

boaen admittad from mulngmmhf
inailh Reguislion Adrinisiration - 2y
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on August 5, 2010, with that wheeichair, which
was in operational condition at that time.

On November 30, 2010, beginning at 11:18 a.m.,
review of Resident #3's ISP, dated September 7,
2010, confirmed thet he ulitzed & wheeicheir snd
that it was functioning st that time. Fuither
review of the record, however, falled to show
documentation of when the wheeichair had
broken. At 3:00 p.m., review of Resident #3's PT
records revealed that he had been assessed
while in the nursing home and measurements
were iaken for a custom moided wheelchair, On
August 8, 2010, the PT again noted the need for
a custom moided wheeichalr, Further review
rovoaied that a 719A form was generated on
Saptember 28, 2010, six wesks later, Another
four weeks passed then on October 20, 2010, the
mmmﬂ?’wm

the paperwork for approval by the insursnce
company.” in & letter dated November 30, 2010,
the wheeichair vendor indicated there were
problems with the resident’s Medicare number.
The QMRP siated that she had given the vendor
the resident's Medicare card lster on that same
dey. As of November 30, 2010, the resident was
without & functioning wheelchair,

b.mﬂoma,zmmamm..m
QMRP and RD stated thet Resident #3 had a
decubitus uicer on his sacral area when he was
admitted {0 the GHPID, On Novemnber 30, 2010,
#t 3:00 p.m., review of Resident #3's PT records
revealed that on August 17, 2010, the PT had
recommended an air matiress to promots skin
integrity. At 4:28 p.m., further interview with the
QMRP revegied that the resident received the air
Maltress on November 13, 2010, simost three
months afler it was recommended by the PT.

ioalli ingafietion Adrrvetralion
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¢. On November 30, 2010, at 3:10 p.m., further
review of Resident #3's 710A form, dated
September 28, 2010, rovealed that the PCP also
ordered a “roling shower commode chair.” A
month iater, on October 20, 2010, the wheesichsir
mmu:rmmwummm
paperwork for approval by the insurance
company.” In a letter dated November 30, 2010,
the wheeichair vendor indicated there were
problems with the resident's Medicare number.
The QMRP stated that she had given the vendor
the resikient's Medicare card laler on that same
day. As of November 30, 2010, two months
later, the resident was without & "rolling shower
commode chair.”

4. According 10 a Plan of Correcilon (PoC) dated
September 23, 2010, the QMRP Indicated that
repairs would be made t0 Residont iM's
wheeichalr. As of November 30, 2010, the
resident's wheeichair still had not been repaired
and the condition of his wheelcheir placed him at
risk, as svidenced below:

&. On November 30, 2010, ai 9:20 a.m.,
Rosident #4 was observed seated in his
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mwumwumummnmu,wm
at 50 a.m., rovesled an OT evaluation, dated
September 11, 2010, in which, the OT
recommended that Resident #4 receive "a
whesichair consult as cument wheelchalr Is 100
small for his height." On September 28, 2010,
the PT evaluated the wheeichsir and concurred,
wriling “Chair is too smail. I-lalslmmm
injury.” On the same dey
m.ﬁnl’cpm-mm
and signed a 719A form. A month leter, on
October 20, 2010, the wheeichair vendor wiote
mmwummum\\:tm
approval by the insurance compeny.” In a letter
dated November 30, 2010, the vendor informed
the GHPL) that they had secured approval for
the new wheeichsir. Measurements still neaded
1o be taken befors an order could be piaced and
m'mmmmmwd-n'

b. in an HRLA losnsure deficlency report dated
August 20, 2010, the GHPID was clted for
Resident iMd's wheelichair having “wo different
types of wheeis ... reer left wheel was obeerved
to have ridges in the tire while the right rear was
observed o have a smooth tire.” In theis PoC,
dated September 23, 2010, the facility stated
that the "QGMRP will contact the equipment
vendor and have the chair repsined. The QMRP

will maintain a log of contacts with the equipment
lasith Raguistion Adreinieiration
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vendor and follow-up to ensure that the repairs
are effectuated as 300n as possible,” and "the
QA will monitor for three months 10 ensure
compliance.” On November 30, 2010, beginning
ot 9:50 8.m., review of Resident £4's recors
failed to show avidence that the QMRP had
maintained a log of contacts with the equipment
vendor and there was no evidence of QA (quality
assuranoce) monlioring in accordance with the
accepled PoC.

3. The GHPID falled 10 maintain Resident #5's 3. Cross reference response to
whesichair safely and obtain & shower gumey Federal Deficiency W127.5 el 10
Slreicher for bathing, as evidenced below: /110 '

On November 30, 2010, at approcdmately 4:45
p.m., observation of Resident #5's wheelchalr
mmmmmmrmm
was broken. At approximately 5:10 p.m., review
of the resident’s record revealed an "OT
Equipment Assessment,” dated November 1,
2010, in which the OT identified the broken sirap
on the foot rest and also recommended “a -
shower gumey siretcher for bathing.” The -
QMRP was interviewed just minutes later, at
which time she stalad that she had not reviewed
the OT's assssament prior 10 fling &t in the
resident’s records. She indicated that she was
unaware of the dainaged safety strap. She aleo
acknowledged that she was uneware that the OT
had recommended a shower gumey for Resident
#5, four weeks earfier.

8. The GHPID falled 10 maintain Resident #8's 6. Cross reference response to
wheeichair safety by providing the footrest on his Federal Deficiency W127.6 : Ji
wheeichair, as evidenced below: 12/6/10 D-'la"

On November 30, 2010, at 7:35 a.m., Resident
#6 was observed sesled In his wheeichalr in the
| fving room. The wheeichair was without a dght

iealih Ragudation Adnsrietrsiion
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foolrost. At approxdmately 8:40 a.m., stsff was
asked about the missing footrest. The staff went
to the resident’s badroom and retumed moments
tater stating thet they were unable to find his
footrest. At 10:15 a.m., siaff indicated thet
Resident #6 had steyed home from day program
due 10 the condition of his wheelchair. Later that
day, st 3:10 p.m., review of an OT evaluation,
dated May 12, 2010, revealed thel the OT had
identified & broken strap and foot plate. When
inlerviewad a minute iater, & daytime LPN and
the Direcior of Nursing confinned that the
resident had been kn nead of a new footrest for
months. They expiained that his insurance
company (an HMO) repeatedly had denled

0 have the wheslchair repeired. The
GHPID falled to repair or replace the broken right
footrest in the six month sinos the OT identified
the need on May 12, 2010.
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